ABSTRACT In a patient with the scimitar syndrome duplex Doppler sonography was used to show the point of entry of the abnormal pulmonary vein into the inferior vena cava to determine blood flow. Chest radiography and computed tomography also showed the vein descending to the diaphragm.
Introduction
Several forms of partial and total anomalous pulmonary venous drainage have been described,' including the scimitar syndrome, which was first described by Cooper in 1836.2 In this condition the anomalous vein is usually visible on the plain posteroanterior radiograph as a broad, gently curved shadow descending to the diaphragm to the right of the heart.'-3 Because the radiological appearance ofthe vein resembles a Turkish sword, the term "scimitar syndrome" was introduced by Neill et al in 1960. 4 The abnormal vein usually drains a variable amount of blood from the right lung into the inferior vena cava, thus constituting an extracardiac left to right shunt. ' Physical examination showed moderate enlargement ofthe liver. She had a soft pansystolic murmur in the right parasternal region, a normal first heart sound, and fixed splitting of the second heart sound.
Echocardiography disclosed enlargement of the right atrium and the right ventricle. The Doppler examination showed incompetence of the tricuspid valve.
The chest radiograph (fig 1) showed right heart enlargement. On the lateral view an atypical vessel was seen projecting over the heart silhouette, descending to the diaphragm. On the posterior view the vessel was seen only faintly, near the right cardiophrenic angle.
The lung fields were of normal appearance.
Sonography of the abdomen showed moderate distension ofthe inferior vena cava. The atypical vessel was seen entering the inferior vena cava immediately below the diaphragm. Venous flow signals were recorded within the vessel lumen by duplex sonography (fig 2) . 63 Huebsch, Neuhold, Mayr, Glogar Cardiac catheterisation showed no septal defect; an oxygen step was detected in the inferior vena cava, indicating the presence of a left to right shunt (1:2.7). Pulmonary artery pressures were normal.
The atypical vein could not be seen sufficiently well by angiography, so computed tomography was carried out. On reconstructed images the anomalous vein could be visualised descending to the diaphragm ( fig  3) . The patient refused surgical treatment, so symptomatic treatment was started and she was discharged. 
